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Abstract
Background: Considerable variability exists in international prevalence and incidence estimates of dementia. The
accuracy of estimates of dementia in the oldest-old and the controversial question of whether dementia incidence and
prevalence decline at very old age will be crucial for better understanding the dynamics between survival to extreme old
age and the occurrence and risk for various types of dementia and comorbidities. International Centenarian Consortium –
Dementia (ICC-Dementia) seeks to harmonise centenarian and near-centenarian studies internationally to describe the
cognitive and functional profiles of exceptionally old individuals, and ascertain the trajectories of decline and thereby the
age-standardised prevalence and incidence of dementia in this population. The primary goal of the ICC-Dementia is to
establish a large and thorough heterogeneous sample that has the power to answer epidemiological questions that
small, separate studies cannot. A secondary aim is to examine cohort-specific effects and differential survivorship into very
old age. We hope to lay the foundation for further investigation into risk and protective factors for dementia and healthy
exceptional brain ageing in centenarians across diverse ethnoracial and sociocultural groups.
Methods: Studies focusing on individuals aged ≥95 years (approximately the oldest 1 percentile for men, oldest 5th
percentile for women), with a minimum sample of 80 individuals, including assessment of cognition and functional status,
are invited to participate. There are currently seventeen member or potential member studies from Asia, Europe, the
Americas, and Oceania. Initial attempts at harmonising key variables are in progress.
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Discussion: General challenges facing large, international consortia like ICC-Dementia include timely and effective
communication among member studies, ethical and practical issues relating to human subject studies and data sharing,
and the challenges related to data harmonisation. A specific challenge for ICC-Dementia relates to the concept and
definition of’abnormal’ in this exceptional group of individuals who are rarely free of physical, sensory and/or cognitive
impairments.
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Background
The prevalence of dementia in centenarian studies varies
widely from 27 % (or 42 % once drop-outs were accounted
for [1]) to 76 % [2] and even 85 % (albeit in a small sample
[3]). Reasons for this variability include small sample sizes,
non-ascertainment of all centenarians within a selected
region, the healthy volunteer effect, non-inclusion of resi-
dents in skilled nursing facilities, refusal of proxy-consent
by ‘protective’ family members, frequent shift in residence
owing to care needs, and other potential biases. Longitu-
dinal studies suffer the limitation of selective attrition,
particularly due to high mortality in such an elderly sample.
Additionally, not all studies demand adequate proof of age,
a problem particularly relevant when the claimed age is
greater than 110 years old ([4, 5]).
In the context of dementia diagnosis, accurate cognitive
assessments of centenarians can be challenging due to de-
creased stamina and difficulty with hearing and/or vision,
and most studies, at least to date, have not used an ad-
equately sensitive battery of tests to rule out false negative
results. Differences in cognitive assessment tools, variability
in diagnostic criteria, and difficulty in selecting an appropri-
ate comparison group are further challenges in comparing
and/or merging results from different studies. Birth year
cohort-specific influences are likely to also explain differ-
ences between studies, with accumulating evidence that the
age-specific incidence of dementia may be decreasing in
high income countries [6]. Cho et al. [7] found that a later
cohort of centenarians was significantly better off in mental,
physical, social and economic domains. A recent UK study
found later-born individuals to have a lower risk of demen-
tia [8]. Steen [9] found similar cohort effects in five different
cohorts of 70 year olds, with later cohorts performing sig-
nificantly better than their earlier counterparts, although a
Swedish study [10] found no differences in cognitive func-
tion between two cohorts. Influences of environment, such
as climate [11] and geography, including rural versus urban
[12], may need to be taken into consideration when exam-
ining dementia prevalence and its determinants in different
populations. Dietary factors may also play a role, however
data remain insufficient to date.
Given the limitations of prevalence data, it can be ar-
gued that incidence data on dementia might offer a
better metric to examine the cognitive profile of this age
group. However, only a handful of studies have provided
incidence data on dementia in the oldest-old [13], most
of which have few participants at the oldest ages and
sometimes all participants aged over 90 years are com-
bined into a single age category. A review, with sufficient
age-specific data, contends that dementia incidence in-
creases in the age range of 95–115 years [13]. A North
American study, with baseline ages of 90–103, also ob-
served an increase in dementia incidence with age [14].
Other studies that include participants aged 95 or over,
observed a slowing of the age-related increase in inci-
dence of dementia [15, 16], and a decline in rates for
men [17, 18]. Finally, a study that included the oldest
0.01 percentile (e.g. currently 110+ years old) has dem-
onstrated the progressive compression of both disability
and morbidity (in 6 diseases including dementia) with
older ages of survival beyond 100 years [19]. Given these
different results further examination of the incidence of
dementia for males and females for different age groups
among the oldest ages is warranted.
Another approach taken by investigators is to examine
specific cognitive functions in this group. Although rela-
tively unexplored in the oldest old, it appears that epi-
sodic memory continues to decline through the 10th
and 11th decades of life [20] with processing speed [21]
and attention [22] being particularly susceptible to age-
ing. By contrast, many aspects of language [23] as well
as executive functions [24] may remain intact with in-
creasing age, although the data are limited by small sam-
ple sizes. The domains of cognitive function most
susceptible to advanced ageing, and their magnitude of
decline, have important bearing on the differentiation of
the transition from normal cognition to mild cognitive
impairment and dementia. In general, the patterns ap-
pear similar to cognitive changes observed in younger
cohorts [25], although much more extensive evaluation
of this dynamic is needed.
Some research has been conducted on risk and pro-
tective factors of dementia onset in centenarians, but lit-
tle is known about the course and rate of this decline
[26]. The limited data available suggest that some excep-
tionally long-lived individuals share risk factors for
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dementia with their younger counterparts [26], such as
African American race [27], low education [27], smoking
[28], and poor physical health as evidenced by strength,
balance and gait measures [29]. Conversely, a well-
known genetic risk factor for Alzheimer’s disease, the
apolipoprotein E ε-4 allele, is rare amongst centenarians
[30, 31]. Similarly, a number of risk factors for cardio-
vascular disease, although consistent in predicting cogni-
tive impairment in younger cohorts [32], have different
effects on cognition in older populations [33]. Interest-
ingly, a number of studies recently demonstrated that
centenarians have frequencies of disease-associated gen-
etic variants that are similar to the general population
[34, 35]. Yet, as noted above, people achieving ages over
105 years tend to avoid or delay such age-related dis-
eases [19]. Bergman and colleagues [36] noted this “buff-
ering effect” of certain genes previously, however limited
research exists on the relation of this effect to dementia.
Most existing studies of the oldest old are necessarily
small, limiting the power to appropriately examine preva-
lence and incidence data, cognition and risk factors. Data
harmonisation across numerous studies is a cost-effective
approach with increased statistical power that offers the
potential to explore both existing and novel research ques-
tions. Harmonising data across studies to create a single,
large database permits evaluation of both study-level and
individual-level effects, and the direct comparison of results
across studies with opportunity for immediate evaluation of
differences, when found, and additional analyses to recon-
cile such differences [13, 27]. It is important to note that
the provenance and contextual information of each study
must be taken into account in any such analysis. Other
benefits of collaboration include accelerated accumulation
of scientific knowledge and enhanced generalisability asso-
ciated with using a larger heterogeneous sample [13].
In the proposed consortium of centenarian and near-
centenarian studies, comprising at least fifteen datasets from
Asia, Europe, the Americas, and Oceania, The Dementia
Harmonisation Project of the International Centenarian
Consortium (ICC-Dementia https://cheba.unsw.edu.au/
group/icc-dementia) plans to address the epidemiological
challenges confronting the study of this exceptional group
of individuals. The Consortium’s objectives are to: (i)
determine the sex specific and percentile of survival-
standardised prevalence and incidence of dementia and
likely dementia type at the extreme tail of survival; (ii)
delineate subgroups of cognitive function and their spe-
cific patterns of cognitive decline; (iii) identify associ-
ated risk and protective factors for dementia and
healthy brain ageing that cross or do not cross ethnic
and cultural lines; and (iv) examine the influence of
contextual factors such as population ageing, survival
rates and differential causes of death in different coun-
tries on the cognitive health of the oldest old.
Methods
Membership
Studies are eligible to participate in ICC-Dementia if
they meet the following criteria: (i) the focus is on in-
dividuals aged ≥95 years; (ii) have a minimum sample
of 80 individuals; (iii) assessment includes measures of
cognitive function; and (iv) informed consent allows
for de-identified data sharing with academic partners.
Official enrolment in ICC-Dementia involves a lead
investigator’s signed memorandum of understating
(MOU) to share de-identified raw and/or processed
data for mega-analyses as well as comparative ana-
lyses. All participating studies have the opportunity to
participate in the analyses and to propose specific pro-
jects and papers. ICC-Dementia was established in
2012, as part of the long established International
Consortium of Centenarian Studies (ICC), and has
stated interest in participating from the 17 studies
listed in Table 1. At the time of writing this report,
data had been received from eight of these studies and
others were in the process of submitting institutional
review board protocols.
Structure of the consortium
Each study is invited to provide one member for the
Steering Committee, which leads the scientific agenda
of the consortium and provides governance. Rules of
participation approved by the Steering Committee in-
clude regulations about approval of projects, timelines
for analyses, presentations and publications. New
member studies are invited by the Steering Committee
by consensus. Periodic teleconferences are planned to
discuss scientific and administrative issues of the con-
sortium, with some special teleconferences and/or vid-
eoconferences to deliberate case vignettes and agree
upon common criteria. Consortium members plan to
meet face-to-face once a year at the annual meeting of
the International Centenarian Consortium, or another
suitable international meeting, and most recently met
in June 2015 in Sardinia, Italy.
Website
A website has been constructed and is an information
resource for potential members and the general public,
https://cheba.unsw.edu.au/group/icc-dementia. A secure
section of the website will be used for data queries.
Ethics
The ICC-Dementia project has been approved by the
Human Research Ethics Committee of The University of
New South Wales, Sydney. Member studies are respon-
sible for obtaining approval, when considered necessary,
from their local institutional review board for the shar-
ing of data.
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Table 1 Contributing Centenarian Studies
Study Setting Sample of
centenarians
Age range Females
(%)
Race/Ethnicity Start/end date Reference Centenarians per 100,000 people
(year of estimate)
Sydney Centenarian
Study (SCS)a
Sydney, Australia 345+ 95–106 72 Caucasian 2008-ongoing [48] 18.75 (2010) [55]
New England Centenarian
Study (NECS)
Boston, USA 1500+ 100–119 76 Caucasian 1994-ongoing [56, 57] 22.6 (2014) [58]
Georgia Centenarian
Study (GCS)
Georgia, USA 381 98–110 82 Caucasian
African American
1988–2009 [59] 22.6 (2014) [58]
Tokyo Centenarian
Study (TCS)a
Tokyo, Japan 304 100–108 79 Japanese 2000–2002 [20, 45, 60] 42.76 (2013) [61]
Swedish Centenarian
Study (SwCS)a
Southern Sweden 100 100–101 82 Caucasian 1987–1992 [39] 20.1 (2014/15) [62]
Gothenburg 95+
Study
(Go95+)a
Gothenburg,
Sweden
1020 95–109 82 Caucasian 1996–2015 [63] 20.1 (2014/15) [62]
90+ Study (90+)a California, USA 960 95–107 79 Caucasian 2003–2007 [64] 22.6 (2014) [58]
Cognitive Function
and Aging Study (CFAS)
England and Wales,
UK
700 95–100+ NA Caucasian 1991–1994 [65] 21.49 (2013) [66]
Longevity Gene Project
(LGP)a
New York, USA 462+ 95–110 75 Caucasian 1998-ongoing [67] 22.6 (2014) [58]
Five Country Oldest Old
Project (5COOP)
Montpellier, France 1241 100 80 Danish (251),
French (211),
Japanese (337),
Swedish (274),
Swiss (168)
2011–2014 Personal
correspondence
NA
Polish Centenarian
Study (PCS)a
Katowice, Poland 86+ 99–105 81 Caucasian 2007-ongoing [68, 69] 8.015 (2010) [70]
Spanish Centenarian
Study (SpCS)
Valencia, Spain 47+ 98–107 74 Caucasian 2010-ongoing [71] 26.44 (2013) [72]
Oregon Brain Aging
Study (OBAS)
Oregon, USA 156+ 55–111 60 299 Caucasian,
2 Native American,
3 Asian
1989-ongoing [73] 22.6 (2014) [58]
Monzino 80+ Study
(M80+)
Varese Province,
Italy
542+ 95–107 71 Caucasian 2002-ongoing [74] 29.42 (2014) [75]
Hong Kong Centenarian
Study (HKCS)
Hong Kong 153 95–108 78 Chinese 2009–2011 [76–78] 26.73 (2011) [79]
Centenarians at
Trieste (CaT)
Trieste, Italy 100+ 100+ 90 Caucasian 2014-ongoing [80] 29.42 (2014) [75]
The 100+ Study (100+) Amsterdam, The
Netherlands
133+ 100–115 75 Caucasian 2013-ongoing Personal
correspondence
12.4 (2014) [81]
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Data harmonisation
ICC-Dementia faces numerous challenges associated
with data harmonisation, many of which have been pre-
viously described [27, 37]. The major challenge stems
from differences between studies in design, language
used for assessment, the measurement instruments used
and/or differences in how questions from similar instru-
ments are worded and responses are categorised. Cultural
factors influence many of the measures and the response
bias of participants. Attempts to maximise the number of
studies contributing to a final dataset can require that
complex information be simplified, e.g., converted from a
continuous measure to a categorical scale. Although there
is a possible reduction in validity involved in simplifying
data, there are mechanisms by which this can be tested
(see below) [27].
ICC-Dementia will harmonise demographic data,
scores on screening measures of cognitive function
(e.g. Mini-mental State Examination, MMSE [38]),
neuropsychological test data and measures of func-
tional status. Data received will be handled according
to the following protocol:
Demographic data
All studies provide age in years, birth year and sex; these
variables will require minimal recoding to common
scales. Education is categorised into a four-level scale of
the highest level of education achieved (less than high
school completion, high school completion, technical or
college diploma, university degree).
Measures of cognitive status
Table 2 shows the cognitive and functional measures avail-
able from each of the participating studies. Score ranges
and means will be reported for all measures, with appropri-
ate cut-offs derived using all available data from each con-
tributing study. Where there is no overlap in specific
measures between studies, when possible, published data
on equivalence of scores and thresholds for different
measures are used. For example, the MMSE was not ad-
ministered in the Swedish Centenarian Study [39], so
equivalence of scores on the Berger Scale [40, 41] are used.
Harmonisation plan for neuropsychological test
performance
Different studies’ test batteries differ in the tests included,
versions of the same test, and methods of administration
and/or scoring. Inspection of the range of tests available
from each study led to the decision to obtain scores from
as many studies as possible for the following five domains:
memory, attention/processing speed, language, executive
function and visuospatial/constructional function. Tests
are allocated to domains consistent with common practice
[42, 43]. To harmonise neuropsychological test scores
across studies, raw scores are converted to Z-scores, ad-
justed for age, sex and education, using the means and
Table 2 Mental status and dementia scales used by contributing studies
Study SCS NECS GCS TCS SwCS Go95+ 90+ CFAS LGP 5COOP PCS SpCS OBAS M80+ HKCS CaT 100+
Mental status or cognitive scales
MMSE ✓ ✓a ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓
ACE-R ✓
CPRS ✓
CAMCOG ✓
CASI-S ✓
ADL scale ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓
Neuropsychological data ✓ ✓a ✓ ✓a ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓ ✓
Dementia scales
CDR ✓ ✓a ✓ ✓ ✓ ✓ ✓ ✓ ✓
GDS ✓ ✓ ✓ ✓
BDS ✓ ✓
Berger ✓
MDRS ✓a ✓
AGECAT ✓
CAMDEX ✓
ACE-R Addenbrooke’s Cognitive Examination, AGECAT Automated Geriatric Examination for Computer Assisted Taxonomy, BDS Blessed Dementia Scale, CAMDEX
Cambridge Examination for Mental Disorders in the Elderly, CAMCOG the cognitive and self-contained part of the Cambridge Examination for Mental Disorders of
the Elderly, CASI-S Cognitive Abilities Screening Instrument-Short, CDR Clinical Dementia Rating Scale, CPRS Cognitive Participation Rating Scale, GDS Global Deteri-
oration Score, MDRS Mattis Dementia Rating Scale, MMSE Mini-Mental State Examination
aData only available for a subset of the sample
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standard deviations (SD) of an appropriate reference
group. Most contributing studies that have neuro-
psychological data use a contemporaneous younger,
culturally-equivalent cohort as the reference group to
norm centenarian data; we will obtain these data from
each contributing study. For studies that may not have
these data available, we source a younger, culturally
equivalent cohort as a reference group. This can be
achieved using data from another consortium within
our group, i.e. the Cohort Studies of Memory in an
International Consortium (COSMIC) [44], where data
have already been received from 11 different countries.
Performance on a test or in a cognitive domain is
regarded as impaired or exceptional if its Z-score, cal-
culated using the mean and SDs of the reference group,
is less or greater than 1.5 SD from the mean.
Functional data
Contributing studies differ in their assessment of func-
tional ability both in instruments used and in areas of
functional ability assessed, e.g. basic versus instrumental
activities of daily living. In order to harmonise data, the
most common and compatible items are chosen to form
harmonised variables [45], although this requires judge-
ment by an assessor which may be subjective.
Harmonisation of risk factor variables
We harmonise risk variables using standard definitions
for hypertension, diabetes, high cholesterol, alcohol
use, body mass index (BMI), etc. Some of the proce-
dures, developed as part of our multiple longitudinal
studies (Sydney Memory and Ageing Study (MAS) [46],
Older Australian Twins Study [47] and Sydney Centen-
arian Study [48]) have been used previously in a project
where MAS data were harmonised with data from the
Australian Imaging Biomarker and Lifestyle (AIBL)
Study [40].
Dementia diagnoses
Dementia, or Major Neurocognitive Disorder as desig-
nated in DSM-5, is diagnosed on the basis of DSM-IV
[49] and DSM-5 [50] criteria within a subsample of the
consortium studies. Diagnoses are made via an algorith-
mic approach supported by clinical consensus meetings
for five of the consortium studies. Participants are cate-
gorized as having dementia if they exhibit significant
cognitive impairment from a previously stable level and
these cognitive deficits are interfering with independence
in everyday living. Cases are brought to consensus meet-
ings if the diagnoses differ from those given previously
by the study investigators, or if other factors, e.g. sensory
or motor problems impacting performance, are present
and not easily incorporated into an algorithmic ap-
proach. Expert panels comprising physicians (minimum
of two neurologists, neuropsychiatrists, psychogeriatri-
cians or geriatricians) and one or more neuropsycholo-
gists make consensus diagnoses, using all available
clinical, neuropsychological, laboratory and imaging data
to do so. The panel takes into account cross-cultural
issues, fatigue, multi-morbidity and sensory abnormal-
ities. Inter-rater reliability between panels is established
with a representative set of 20 cases being reviewed by
all panels.
Statistical analyses
Prevalence and incidence data
Overall rates from the different studies will be age-
standardised to allow direct comparisons to be made
between studies with different age distributions and
sampling methods. The age distribution of the sample
formed by pooling all participating studies will be used
as the standard distribution to which all studies will be
adjusted. Participants will be divided into 5-year age
categories and rates will be obtained for each of these
age ranges. The standardized rate (SR) for each of the
studies will be calculated using the following formula:
SR = (SUM (ri x Pi))/SUM Pi, where ri is the rate in
each of the 5-year age ranges, Pi is the proportion of
the population in the standard distribution in each of
the 5-year age ranges, and SUM is the sum of values
over each of the age ranges, “i”. Birth years of the vari-
ous cohorts will be taken into account.
Cognitive data
For the analysis of patterns of change in cognition over
time, as measured by continuous variables with distribu-
tions close to that of the normal distribution, Linear Mixed
Modelling (LMM) will be employed. This procedure will
minimise bias due to non-random attrition, and allow
whole-of-sample analyses. For the analysis of non-normally
distributed continuous variables, these can be transformed
to approximate the normal distribution better using the
Box-Cox procedure so that LMM procedures can be used.
Alternatively, Generalized Linear Mixed Modelling
(GLMM) can be used with an appropriate link function
(e.g. loglinear, negative binomial) depending on the nature
of the distribution. To allow for asynchronous measure-
ment occasions across studies, time will be modelled as a
continuous independent variable, with non-linear effects
examined by the introduction of polynomial power terms
into the equation. The compression of morbidity hypoth-
esis will be investigated by examining the correlation be-
tween the age of onset of dementia (determined both
historically and by examining incident cases) with the time
interval between the onset and the time of death. A nega-
tive correlation would provide support for the hypothesis.
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Risk factors
For the examination of risk factors for dementia, survival
analysis using Cox regression, and also GLMM, will be
used. For the GLMM analyses, the logit link function will
be used to accommodate the binary outcome variable.
Both procedures allow for whole of sample analyses to
minimise bias due to selective attrition over time, and re-
duce the loss of power due to smaller samples if only cases
with complete data were used. For both procedures, risk
factors will be entered as independent variables, together
with other appropriate control variables (sex, age and edu-
cation). To examine whether the operation of risk factors
vary across studies or different national-cultural groups,
such factor(s) will be included in the equations, together
with interactions between these factors and the risk-factor
variables.
Discussion
Challenges
General challenges facing large international consortia have
been described previously [51]. These include funding,
timely and effective communication among member stud-
ies in different countries and, data harmonisation. Specific
challenges for ICC-Dementia relate to the identification of
cognitive and functional impairment and the diagnosis of
dementia in this exceptional group of long-lived individuals
where testing is subject to numerous constraints and nor-
mative data are lacking. Additionally, the included studies
vary in their age ranges, with most including both nonage-
narians and centenarians. Considering that nonagenarians
(5th-15th percentile of survival for men and women born
in 1900 and thereafter) are increasingly common and cente-
narians (<1 percentile of survival) are still relatively rare,
they likely represent different phenotypes in terms of
underlying environmental and genetic influences and there-
fore risks of age-related diseases and disability [52]. Thus,
grouping nonagenarians with centenarians, or claiming that
a study of primarily nonagenarians is a study of the oldest 1
percentile runs the risk of missing important differences.
We recently reviewed the many challenges of diagnosing
dementia in this group and proposed some solutions [53].
Although the approaches for diagnosing dementia in cente-
narians vary widely, the essential denotation of a dementia
diagnosis is that the individual has experienced a decline in
cognitive function from a previous level to the extent that
their independence in everyday activities has been affected
and this decline is not better explained by some other phys-
ical or mental disorder. Challenges for ICC-Dementia in-
clude operationalising cognitive decline, defining what is
‘normative’ [53], attributing functional impairment to cog-
nitive decline in the presence of physical and sensory im-
pairments [54], and doing this for populations that differ
greatly in education, language and cultural expectations.
Future projects
Future ICC-Dementia projects are planned which endeav-
our to make comparisons between cohorts, countries and
ethnic groups. These include: (i) the cognitive profile and
trajectory of cognitive decline in centenarians and near
centenarians; (ii) risk and protective factors for dementia
and exceptional healthy brain ageing; and (iii) where pos-
sible, biomarkers (e.g. blood, genetic and MRI-derived) of
dementia in the oldest old.
It is expected that future work will investigate more
refined and specific topics addressing the overall objec-
tives of ICC-Dementia. These could include systematic
investigation of the ‘compression of morbidity hypoth-
esis’ and the association between cognitive and physical
frailty. These projects will be enabled and facilitated by
increasing the number of ICC-Dementia member studies
to ensure that there are sufficient data on variables not
collected by all studies. The ICC-Dementia is open to
membership to other studies that meet the eligibility cri-
teria. We envision the ICC-Dementia setting the stage
for an ambitious well-coordinated study of cognitive im-
pairment and dementia in the oldest old.
Conclusions
The accuracy of estimates of the number of people with
dementia and the unanswered question of whether de-
mentia continues to rise with age are crucial for health
planning and care of the very old. The identification of
cohort-specific and non-specific influences on survival to
very late life and risk factors for dementia will provide in-
sights into underlying mechanisms of delaying or escaping
common dementias. The dementia-free centenarians, and
those who delay the onset of dementia until very late in
life, can serve as models of healthy brain ageing, poten-
tially providing insights for the entire population.
Declarations
Ethics approval
ICC Dementia was approved by the Human Research
Ethics Committee at the University of New South Wales.
https://research.unsw.edu.au/human-research-ethics-
home.
Consent for publication
Not applicable.
Availability of data and materials
Not applicable.
Abbreviations
ADL: activities of daily living; AIBL Study: Australian Imaging Biomarker and
Lifestyle Study; APOE: apolipoprotein E; BMI: body mass index;
COSMIC: Cohort Studies of Memory in International Consortium;
GLMM: Generalized Linear Mixed Modelling; ICC-Dementia: International
Centenarian Consortium–Dementia; LMM: Linear Mixed Modelling;
Brodaty et al. BMC Neurology  (2016) 16:52 Page 7 of 10
MAS: Sydney Memory and Ageing Study; MMSE: Mini-mental State
Examination; SD: standard deviation.
Competing interests
The Sydney Centenarian Study is supported by the Centre for Healthy Brain
Ageing and Dementia Collaborative Research Centre, University of New
South Wales, Sydney, Australia. This study was supported by the National
Health & Medical Research Council of Australia (project grant ID 630593 and
program grant ID 568969; PS as principal investigator) The Oregon Brain
Aging Study is supported in part by grants from the US Department of
Veterans Affairs and the US National Institutes of Health (NIH), National
Institute on Aging (P30 AG08017). The Polish Centenarian Study is funded by
the Medical University of Silesia, Katowice, Poland and by the National
Science Centre, Poland (Grant N 404 535439) from the budget for science
during the years 2010–2014. The Georgia Centenarian Study is supported by
the NIH (Grant PO1 AG17553-01A1; LWP as principal investigator). The
Gothenburg 95+ Study was funded by the Swedish Research Council,
Swedish Research Council for Health, Working Life and Welfare, and the
Alzheimer’s Association. The 100-plus Study is funded by Alzheimer-
Nederland, Dioraphte and various private donations. The Monzino 80-plus
Study is supported by a research grant from the Italo Monzino Foundation,
Milano, Italy. The Tokyo Centenarian Study is supported by a grant from the
Japanese Ministry of Health, Labour and Welfare. The Cognitive Function and
Ageing study was funded by major awards from the Medical Research
Council: Research Grant [G9901400] and the UK Department of Health. The
funding bodies played no role in the formulation of the design, methods,
subject recruitment, data collection, analysis, or preparation of this
manuscript.
Authors’ contributions
PS and HB conceptualized, led the project and critically revised the
manuscript. CW, CD and MS collected and managed the data from all the
sites. CW drafted the first version of the manuscript. CD drafted the second
version. LP was involved in the discussion of the study design. LP, TP and IS
critically revised the initial and final versions of the manuscript. JC provided
statistical advice. NK analysed and advised on neuropsychological test
measures. All other authors outside Australia led studies and were
responsible for data collection in their countries. NB, CB, KC, YG, BH, NH, CK,
JK, UL, GM, PM, JMR, JS, MT and JV provided feedback on earlier drafts. All
authors, including SA, MC, HH, BL and RR, read and approved the final
manuscript.
Authors’ information
Claudia Woolf and Melissa J. Slavin: Formerly affiliated, now elsewhere.
Acknowledgements
Sophia Dean helped prepare the manuscript.
Author details
1Dementia Collaborative Research Centre – Assessment and Better Care,
School of Psychiatry, UNSW Medicine, The University of New South Wales,
Sydney, Australia. 2Centre for Healthy Brain Ageing (CHeBA), School of
Psychiatry, UNSW Medicine, The University of New South Wales, Sydney,
Australia. 3Psychogeriatric Mental Health and Dementia Service, St Vincent’s
Hospital Sydney, Darlinghurst, Australia. 4New England Centenarian Study,
Geriatrics Section, Department of Medicine, Boston Medical Center, Boston
University School of Medicine, Boston, Massachusetts, USA. 5Department of
Medicine, Albert Einstein College of Medicine, Bronx, USA. 6Department of
Genetics, Albert Einstein College of Medicine, Bronx, USA. 7Department of
Public Health and Primary Care, Institute of Public Health, Cambridge
University, Cambridge, UK. 8Sau Po Centre on Ageing, The University of
Hong Kong, Hong Kong, SAR, China. 9Department of Social Work and Social
Administration, The University of Hong Kong, Hong Kong, SAR, China.
10Department of Neurology, University of California Irvine, Irvine, USA.
11Department of Epidemiology, University of California Irvine, Irvine, USA.
12Graduate School of Human Sciences, Clinical Thanatology and Geriatric
Behavioral Science, Osaka University, Suita, Japan. 13Gerontology Research
Centre, Lund, Sweden. 14Centre for Supercentenarian Research, Keio
University School of Medicine, Tokyo, Japan. 15Department of Clinical
Genetics, VU University Medical Centre, Amsterdam, The Netherlands.
16Alzheimer Centre, Department of Neurology, VU University Medical Centre,
Neuroscience Campus Amsterdam, Amsterdam, The Netherlands.
17Department of Neurobiology and Behavior, University of California Irvine,
Irvine, USA. 18Department of Neurology and Biomedical Engineering, Oregon
Health and Science University, Portland, USA. 19Neuropsychiatric Institute,
Prince of Wales Hospital, Randwick, Australia. 20Laboratory of Geriatric
Neuropsychiatry, Department of Neuroscience, IRCCS - Istituto di Ricerche
Farmacologiche Mario Negri, Milan, Italy. 21Department of Medical and
Biological Sciences, University of Udine, Udine, Italy. 22AAS 1 Triestina, Trieste,
Italy. 23Department of Human Development and Family Studies, Iowa State
University, Ames, USA. 24Institute of Gerontology, University of Georgia,
Athens, Georgia, USA. 25School of Public Health and Community Medicine,
UNSW Medicine, The University of New South Wales, Sydney, Australia.
26National Institute on Health and Medical Research, INSERM, Paris, France.
27Department of Psychiatry, Sahlgrenska University Hospital, Gothenburg,
Sweden. 28Department of Geriatrics, School of Health Sciences in Katowice,
Medical University of Silesia, Katowice, Poland. 29Department of Physiology,
University of Valencia and INCLIVA, Valencia, Spain.
Received: 2 December 2015 Accepted: 7 April 2016
References
1. He W, Muenchrath MN. U.S. Census Bureau, American Community Survey
Reports, ACS-17, 90+ in the United States: 2006–2008. Washington, DC, USA:
U.S. Government Printing Office. 2011. https://www.census.gov/content/
dam/Census/library/publications/2011/acs/acs-17.pdf. Accessed 30 April
2015.
2. Silver MH, Newell K, Brady C, Hedley-White ET, Perls TT. Distinguishing
between neurodegenerative disease and disease-free aging: correlating
neuropsychological evaluations and neuropathological studies in
centenarians. Psychosom Med. 2002;64(3):493–501.
3. Ebly E, Parhad I, Hogan DB, Fung T. Prevalence and type of dementia in the
very old results from the Canadian study of health and aging. Neurology.
1994;44:1593–600.
4. Young RD, Desjardins B, McLaughlin K, Poulain M, Perls TT. Typologies of extreme
longevity myths. Current gerontology and geriatrics research. 2010;2011.
5. Sachdev PSL C, Crawford JD. Methodological issues in centenarian research:
pitfalls and challenges. Asian J Gerontol Geriatr. 2012;7(1):44–8.
6. Satizabal CL, Beiser AS, Chouraki V, Chêne G, Dufouil C, Seshadri S.
Incidence of dementia over three decades in the Framingham heart study.
N Engl J Med. 2016;374(6):523–32.
7. Cho J, Martin P, Margrett J, MacDonald M, Poon LW, Johnson MA. Cohort
comparisons in resources and functioning among centenarians: findings
from the Georgia centenarian study. Int J Behav Dev. 2012;36(4):271–8.
8. Matthews FE, Arthur A, Barnes LE, Bond J, Jagger C, Robinson L, Brayne C. A
two-decade comparison of prevalence of dementia in individuals aged 65
years and older from three geographical areas of England: results of the
Cognitive Function and Ageing Study I and II. Lancet. 2013;382(9902):1405–12.
9. Steen B. The elderly yesterday, today and tomorrow: aspects on cohort
differences from the gerontological and geriatric population studies in
Goteborg, Sweden (H70). Arch Gerontol Geriatr. 2002;35:359–70.
10. Engberg H, Christensen K, Andersen-Ranberg K, Jeune B. Cohort changes in
cognitive function among Danish centenarians. A comparative study of 2
birth cohorts born in 1895 and. Dementia & Geriatric Cognitive Disorders
2008. 1905;26(2):153–60.
11. Robine J-M, Herrmann FR, Arai Y, Willcox DC, Gondo Y, Hirose N, Suzuki M,
Saito Y. Exploring the impact of climate on human longevity. Exp Gerontol.
2012;47(9):660–71.
12. Russ TC, Batty GD, Hearnshaw GF, Fenton C, Starr JM. Geographical variation
in dementia: systematic review with meta-analysis. Int J Epidemiol.
2012;41(4):1012–32.
13. Yang Z, Slavin MJ, Sachdev PS. Dementia in the oldest old. Nat Rev Neurol.
2013;9(7):382–93.
14. Corrada MM, Brookmeyer R, Paganini-Hill A, Berlau D, Kawas CH. Dementia
incidence continues to increase with age in the oldest old: the 90+ study.
Ann Neurol. 2010;67(1):114–21.
15. The incidence of dementia in Canada. The Canadian study of health and
aging working group. Neurology. 2000;55(1):66–73.
16. Hall CB, Verghese J, Sliwinski M, Chen Z, Katz M, Derby C, Lipton RB.
Dementia incidence may increase more slowly after age 90: results from the
Bronx aging study. Neurology. 2005;65(6):882–6.
Brodaty et al. BMC Neurology  (2016) 16:52 Page 8 of 10
17. Ruitenberg A, Ott A, van Swieten JC, Hofman A, Breteler MM. Incidence of
dementia: does gender make a difference? Neurobiol Aging. 2001;22(4):575–80.
18. Edland SD, Rocca WA, Petersen RC, Cha RH, Kokmen E. Dementia and
Alzheimer disease incidence rates do not vary by sex in Rochester, Minn.
Arch Neurol. 2002;59(10):1589–93.
19. Andersen SL, Sebastiani P, Dworkis DA, Feldman L, Perls TT. Health span
approximates life span among many supercentenarians: compression of
morbidity at the approximate limit of life span. J Gerontol A Biol Sci Med
Sci. 2012;67(4):395–405.
20. Inagaki H, Gondo Y, Hirose N, Masui Y, Kitagawa K, Arai Y, Ebihara Y,
Yamamura K, Takayama M, Nakazawa S et al. Cognitive function in Japanese
centenarians according to the Mini-Mental State Examination. Dement
Geriatr Cogn Disord. 2009;28(1):6–12.
21. Christensen H, Mackinnon AJ, Korten A, Jorm AF. The “common cause
hypothesis” of cognitive aging: evidence for not only a common factor but
also specific associations of age with vision and grip strength in a cross-
sectional analysis. Psychology & Aging. 2001;16(4):588–99.
22. Whittle C, Corrada MM, Dick M, Ziegler R, Kahle-Wrobleski K, Paganini-Hill A,
Kawas C. Neuropsychological data in nondemented oldest old: the 90+
Study. Journal of Clinical & Experimental Neuropsychology: Official Journal
of the International Neuropsychological Society. 2007;29(3):290–9.
23. Korten AE, Henderson AS, Christensen H, Jorm AF, Rodgers B, Jacomb P,
Mackinnon AJ. A prospective study of cognitive function in the elderly.
Psychol Med. 1997;27(4):919–30.
24. Luczywek E, Gabryelewicz T, Barczak A, Religa D, Pfeffer A, Styczynska M,
Peplonska B, Chodakowska-Zebrowska M, Barcikowska M. Neurocognition of
centenarians: neuropsychological study of elite centenarians. International
Journal of Geriatric Psychiatry. 2007;22(10):1004–8.
25. Kaye J, Michael Y, Calvert J, Leahy M, Crawford D, Kramer P. Exceptional brain
aging in a rural population‐based cohort. J Rural Health. 2009;25(3):320–5.
26. Rajpathak SN, Liu Y, Ben‐David O, Reddy S, Atzmon G, Crandall J, Barzilai N.
Lifestyle factors of people with exceptional longevity. J Am Geriatr Soc.
2011;59(8):1509–12.
27. Poon LW, Woodard JL, Stephen Miller L, Green R, Gearing M, Davey A,
Arnold J, Martin P, Siegler IC, Nahapetyan L et al. Understanding dementia
prevalence among centenarians. J Gerontol A Biol Sci Med Sci. 2012;67A(4):
358–65.
28. Anstey KJ, von Sanden C, Salim A, O’Kearney R. Smoking as a risk factor for
dementia and cognitive decline: a meta-analysis of prospective studies. Am
J Epidemiol. 2007;166(4):367–78.
29. Cress ME, Gondo Y, Davey A, Anderson S, Kim S-H, Poon LW. Assessing
physical performance in centenarians: norms and an extended scale from
the Georgia centenarian study. Current Gerontology and Geriatrics Research.
2010;2010:6.
30. Schachter F, Faure-Delanef L, Guénot F, Rouger H, Froguel P, Lesueur-Ginot
L, Cohen D. Genetic associations with human longevity at the APOE and
ACE loci. Nat Genet. 1994;6(1):29–32.
31. Rebeck G, Perls T, West H, Sodhi P, Lipsitz L, Hyman B. Reduced
apolipoprotein ϵ4 allele frequency in the oldest old Alzheimer’s patients
and cognitively normal individuals. Neurology. 1994;44(8):1513–3.
32. Knopman D, Boland LL, Mosley T, Howard G, Liao D, Szklo M,
McGovern P, Folsom AR, Atherosclerosis Risk in Communities Study I.
Cardiovascular risk factors and cognitive decline in middle-aged adults.
Neurology. 2001;56(1):42–8.
33. Sachdev PS, Lipnicki DM, Crawford J, Reppermund S, Kochan NA, Trollor JN,
Draper B, Slavin MJ, Kang K, Lux O et al. Risk profiles of subtypes of mild
cognitive impairment: the sydney memory and ageing study. J Am Geriatr
Soc. 2012;60(1):24–33.
34. Sebastiani P, Solovieff N, DeWan AT, Walsh KM, Puca A, Hartley SW, Melista E,
Andersen S, Dworkis DA, Wilk JB. Genetic signatures of exceptional longevity in
humans. PLoS One. 2012;7(1):e29848.
35. Beekman M, Nederstigt C, Suchiman HED, Kremer D, van der Breggen R,
Lakenberg N, Alemayehu WG, de Craen AJM, Westendorp RGJ, Boomsma DI
et al. Genome-wide association study (GWAS)-identified disease risk alleles
do not compromise human longevity. Proc Natl Acad Sci U S A. 2010;
107(42):18046–9.
36. Bergman A, Atzmon G, Ye K, MacCarthy T, Barzilai N. Buffering mechanisms
in aging: a systems approach towards uncovering the genetic component
of aging. PLoS Comput Biol. 2005;preprint(2007):e170.
37. Wilson RS, Segawa E, Boyle PA, Bennett DA. Influence of late-life cognitive
activity on cognitive health. Neurology. 2012;78(15):1123–9.
38. Folstein M, Folstein S, McHugh P. “Mini mental state”: a practical method for
grading the cognitive state of patients for the clinician. J Psychiatr Res.
1975;12:189–98.
39. Samuelsson SM, Alfredson BB, Hagberg B, Samuelsson G, Nordbeck B, Brun
A, Gustafson L, Risberg J. The swedish centenarian study: a multidisciplinary
study of five consecutive cohorts at the age of 100. International Journal of
Aging & Human Development. 1997;45(3):223–53.
40. Brodaty H, Mothakunnel A, de Vel-Palumbo M, Ames D, Ellis KA,
Reppermund S, Kochan NA, Savage G, Trollor JN, Crawford J et al. Influence
of population versus convenience sampling on sample characteristics in
studies of cognitive aging. Ann Epidemiol. 2014;24(1):63–71.
41. Berger EY. A system for rating the severity of senility. J Am Geriatr Soc.
1980;28(5):234–6.
42. Lezak MD, Howieson DB, Loring DW, Hannay HJ, Fischer JS. Neuropsychological
assessment. 4th ed. New York, NY, US: Oxford University Press; 2004.
43. Strauss E, Sherman EMS, Spreen O. A compendium of neuropsychological
tests: administration, norms, and commentary. 3rd ed. New York, NY, US:
Oxford University Press; 2006.
44. Sachdev PS, Lipnicki DM, Kochan NA, Crawford JD, Rockwood K, Xiao S, Li J,
Li X, Brayne C, Matthews FE et al. COSMIC (Cohort Studies of Memory in an
International Consortium): an international consortium to identify risk and
protective factors and biomarkers of cognitive ageing and dementia in
diverse ethnic and sociocultural groups. BMC Neurol. 2013;13:165.
45. Gondo Y, Hirose N, Arai Y, Inagaki H, Masui Y, Yamamura K, Shimizu K-i,
Takayama M, Ebihara Y, Nakazawa S et al. Functional status of centenarians
in Tokyo, Japan: developing better phenotypes of exceptional longevity. J
Gerontol A Biol Sci Med Sci. 2006;61(3):305–10.
46. Sachdev PS, Brodaty H, Reppermund S, Kochan NA, Trollor JN, Draper B,
Slavin MJ, Crawford J, Kang K, Broe GA et al. The Sydney Memory and
Ageing Study (MAS): methodology and baseline medical and
neuropsychiatric characteristics of an elderly epidemiological non-
demented cohort of Australians aged 70–90 years. Int Psychogeriatr. 2010;
22(8):1248–64.
47. Sachdev PS, Lammel A, Trollor JN, Lee T, Wright MJ, Ames D, Wen W, Martin
NG, Brodaty H, Schofield PR et al. A comprehensive neuropsychiatric study
of elderly twins: the Older Australian Twins Study. Twin Research & Human
Genetics. 2009;12(6):573–82.
48. Sachdev PS, Levitan C, Crawford J, Sidhu M, Slavin M, Richmond R, Kochan
N, Brodaty H, Wen W, Kang K et al. The Sydney centenarian study:
methodology and profile of centenarians and near-centenarians. Int
Psychogeriatr. 2013;25(6):993–1005.
49. American Psychiatric Association. Diagnostic and Statistical Manual of
Mental Disorders. 4th ed. Washington, D.C: American Psychiatric Association;
2000. Text Revision (DSM-IV-TR).
50. American Psychiatric A, American Psychiatric A, Force DSMT: Diagnostic and
statistical manual of mental disorders: DSM-5 2013. http://dsm.
psychiatryonline.org/book.aspx?bookid=556. Accessed 30 April 2015.
51. Psaty BM, O'Donnell CJ, Gudnason V, Lunetta KL, Folsom AR, Rotter JI,
Uitterlinden AG, Harris TB, Witteman JC, Boerwinkle E. Cohorts for heart and
aging research in genomic epidemiology (CHARGE) consortium design of
prospective meta-analyses of genome-wide association studies from 5
cohorts. Circulation: Cardiovascular Genetics. 2009;2(1):73–80.
52. Sebastiani P, Nussbaum L, Andersen SL, Black MJ, Perls TT. Increasing Sibling
Relative Risk of Survival to Older and Older Ages and the Importance of
Precise Definitions of “Aging,”“Life Span,” and “Longevity”. The Journals of
Gerontology: Series A, Biological Sciences and Medical Sciences. 2016;71:
340–6.
53. Slavin MJ, Brodaty H, Sachdev PS. Challenges of diagnosing dementia in the
oldest old population. J Gerontol A Biol Sci Med Sci. 2013;68(9):1103–11.
54. Reppermund S, Sachdev PS, Crawford J, Kochan NA, Slavin MJ, Kang K,
Trollor JN, Draper B, Brodaty H. The relationship of neuropsychological
function to instrumental activities of daily living in mild cognitive
impairment. International Journal of Geriatric Psychiatry.
2011;26:843–52.
55. Australian Bureau of Statistics, Population by Age and Sex, Australian States
and Territories. 2010. http://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/
3201.0Main+Features1Jun%202010?OpenDocument Accessed: 30 Apr 2015.
56. Perls TT, Wilmoth J, Levenson R, Drinkwater M, Cohen M, Bogan H, Joyce E,
Brewster S, Kunkel L, Puca A. Life-long sustained mortality advantage of
siblings of centenarians. Proc Natl Acad Sci U S A.
2002;99(12):8442–7.
Brodaty et al. BMC Neurology  (2016) 16:52 Page 9 of 10
57. Evert J, Lawler E, Bogan H, Perls T. Morbidity profiles of centenarians:
survivors, delayers, and escapers.[see comment]. Journals of Gerontology
Series A-Biological Sciences & Medical Sciences. 2003;58(3):232–7.
58. United States Census Bureau PD, Table 9. Projections of the Population by
Sex and Age for the United States: 2015 to 2060 (NP2014-T9). 2014. http://
www.census.gov/popest/data/index.html. Accessed: 11 Aug 2015
59. Poon LW, Clayton GM, Martin P, Johnson MA, Courtenay BC, Sweaney AL,
Merriam SB, Pless BS, Thielman SB. The Georgia centenarian study.
International Journal of Aging & Human Development. 1992;34(1):1–17.
60. Takayama M, Hirose N, Arai Y, Gondo Y, Shimizu K, Ebihara Y, Yamamura K,
Nakazawa S, Inagaki H, Masui Y et al. Morbidity of Tokyo-area centenarians
and its relationship to functional status. Journals of Gerontology Series A-
Biological Sciences & Medical Sciences. 2007;62(7):774–82.
61. The Japan Times, Centenarians set to hit record high of 54,397. 2014. http://
www.japantimes.co.jp/news/2013/09/13/national/centenarians-set-to-hit-
record-high-of-54397/. Accessed: 19 Aug 2015.
62. Statistics Sweden, Population Summary 1960–2014. 2014. http://www.scb.
se/en_/finding-statistics/statistics-by-subject-area/population/population-
composition/population-statistics/aktuell-pong/25795/yearly-statistics–the-
whole-country/26040/. Accessed: 10 Aug 2015.
63. Borjesson-Hanson A, Edin E, Gislason T, Skoog I. The prevalence of dementia
in 95 year olds. Neurology. 2004;63(12):2436–8.
64. Corrada MM, Brookmeyer R, Berlau D, Paganini-Hill A, Kawas CH. Prevalence of
dementia after age 90: results from the 90+ study. Neurology. 2008;71(5):337–43.
65. The Medical Research Council Cognitive Function and Ageing Study (MRC
CFAS). Cognitive function and dementia in six areas of England and Wales:
the distribution of MMSE and prevalence of GMS organicity level in the
MRC CFA Study. The Medical Research Council Cognitive Function and
Ageing Study (MRC CFAS). Psychol Med. 1998;28(2):319–35.
66. UK Department for Work and Pensions, Number of centenarians at record
high: World War 1 generation hit 100. 2014. https://www.gov.uk/
government/news/number-of-centenarians-at-record-high-world-war-1-
generation-hit-100. Accessed: 10 Aug 2015.
67. Barzilai N, Atzmon G, Schechter C, Schaefer EJ, Cupples AL, Lipton R, Cheng
S, Shuldiner AR. Unique lipoprotein phenotype and genotype associated
with exceptional longevity.[see comment]. JAMA. 2003;290(15):2030–40.
68. Szewieczek J, Dulawa J, Gminski J, Kurek A, Legierska K, Francuz T, Wlodarczyk-
Sporek I, Janusz- Jenczen M, Hornik B. Better cognitive and physical
performance is associated with higher blood pressure in centenarians. Journal
of Nutrition Health & Aging. 2011;15(8):618–22.
69. Szewieczek J, Dulawa J, Francuz T, Legierska K, Hornik B, Włodarczyk-Sporek
I, Janusz-Jenczeo M, Batko-Szwaczka A. Mildly elevated blood pressure is a
marker for better health status in Polish centenarians. Age.
2015;37(1):1–9.
70. Central Statistical Office of Poland, Prognoza ludnosci na lata 2014–2050.
2014. http://stat.gov.pl/obszary-tematyczne/ludnosc/prognoza-ludnosci/
prognoza-ludnosci-na-lata-2014-2050-opracowana-2014-r-,1,5.html.
Accessed: 28 Mar 2015.
71. Serna E, Gambini J, Borras C, Abdelaziz KM, Belenguer A, Sanchis P, Avellana
JA, Rodriguez-Mañas L, Viña J. Centenarians, but not octogenarians, up-
regulate the expression of microRNAs. Scientific reports 2012, 2.
72. Instituto Nacional de Estadistica, Population figures and Demographic
Censuses. 2013. http://www.ine.es/en/inebmenu/mnu_cifraspob_en.htm.
Accessed: 30 Apr 2015.
73. Gonzales Mc Neal M, Zareparsi S, Camicioli R, Dame A, Howieson D, Quinn J, Ball
M, Kaye J, Payami H. Predictors of healthy brain aging. Journals of Gerontology
Series A-Biological Sciences & Medical Sciences. 2001;56(7):B294–301.
74. Lucca U, Tettamanti M, Logroscino G, Tiraboschi P, Landi C, Sacco L, Garri M,
Ammesso S, Bertinotti C, Biotti A et al. Prevalence of dementia in the oldest
old: the monzino 80-plus population based study. Alzheimers Dement.
2014;11:258–70.
75. Italian National Institute of Statistics, Resident Population on 1st January,
2014. 2014. http://dati.istat.it/Index.aspx?lang=en&SubSessionId=f49e100a-
0216-4034-889b-7149e81cccb6&themetreeid=21. Accessed: 30 Apr 2015.
76. Cheung S, Yip P, Chi I, Chui E, Leung A, Chan H, Chan M. Healthy longevity
and health care service needs: a pilot study of the centenarians in Hong
Kong. Asian J Gerontol Geriatr. 2012;7(26):e32.
77. Wong W-CP, Lau H-PB, Kwok C-FN, Leung Y-MA, Chan M-YG, Chan W-M,
Cheung S-LK:. The well-being of community-dwelling near-centenarians and
centenarians in Hong Kong a qualitative study. BMC Geriatr.
2014;14(1):63.
78. Kwan JSK, Lau BHP, Cheung KSL. Toward a comprehensive model of frailty:
an emerging concept from the Hong Kong centenarian study. J Am Med
Dir Assoc. 2015;16(6):536. e531-536. e537.
79. Hong Kong Census and Statistics Department, 2011 population Census:
Summary Results. 2012. http://www.censtatd.gov.hk/hkstat/sub/sp170.
jsp?productCode=B1120055. Accessed: 30 Apr 2015.
80. Marcon G, Lucca U, Montano N, Pincherle A, Maggiore A, Trento D,
Ammesso S, Tettamanti M. “CAT: CENTENARI a TRIESTE”: a study for a
clinical-biological and psycho-social database of the centenarian population
in Trieste. Alzheimer’s & Dementia: J Alzheimer’s Assoc. 2014;10(4):590–P591.
81. Central Bureau of Statistics The Netherlands: Centenarian population doubled
since 2000 2014. http://www.cbs.nl/en-GB/menu/themas/bevolking/
publicaties/artikelen/archief/2014/2014-4149-wm.htm. Accessed: 11 Aug 2015.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Brodaty et al. BMC Neurology  (2016) 16:52 Page 10 of 10
